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The Right - and Room - to Read
	 Tanzania’s	educational	outcomes	rank	among	the	
lowest	in	the	world	and	it	shows	–	an	overwhelming	
9	out	of	10	people	live	on	less	than	US$	2	per	day.
	 One	of	the	problems	is	primary	education.	While	
access	to	primary	education	is	equitable	–	enrolment	
has	increased	dramatically	to	96.4	per	cent	in	2009	
after	a	decision	to	drop	school	fees	–	the	quality	of	
education	is	poor.
	 Simply	put,	the	infrastructure	and	resources	
to	support	the	thousands	of	children	enrolled	does										
not	exist	and	is	particularly	absent	in	rural	areas.	
Classrooms	are	understaffed,	overcrowded	and	in		
poor	physical	condition.	
	 There	is	a	critical	shortage	of	teachers	with	fewer	
than	half	of	all	teachers	in	the	system	able	to	meet	
minimum	qualification	requirements.	Classrooms	are	
crammed	full:	in	rural	communities,	teachers	may	
manage	as	many	as	100	children	in	each	class	against	
a	more	ideal	teacher-to-student	ratio	of	one	to	forty.	
Most	rural	classrooms	are	in	a	serious	state	of	disrepair:	
dank	rooms,	floors	pitted	with	holes,	no	shutters	on	the	
windows,	no	ceilings	beneath	the	tin	roofs	to	muffle	the	
noise	or	insulate	against	the	hot	sun.	Textbooks,	and	
learning	and	teaching	materials	don’t	exist	or,	if	they		
do,	are	often	out	of	date	and	culturally	and	
age	incongruent.	
	 Not	surprisingly,	teacher	absenteeism	is	high	
and	inadequately	trained	educators	frequently	resort	
to	autocratic	methods	that	require	students	to	
demonstrate	their	learning	through	rote	memorisation,	
rather	than	through	developing	critical	thinking	skills.	
Many	parents,	lacking	the	education	to	help	their	
children	at	home,	and	seeing	the	inadequacies	in	
their	community	schools,	have	lost	confidence	in	the	
education	system.
	 To	add	to	the	problem,	Tanzania	has	two	official	
languages,	Kiswahili	and	English,	and	more	than	
130	ethnic	community	languages	in	the	country.	In	
rural	areas,	most	children	first	learn	their	community	
language,	the	mother	tongue	that	is	spoken	at	home	
before	learning	Kiswahili,	the	language	of	instruction	
in	all	government-funded	primary	schools.	English	is	
taught	as	one	subject	in	primary	schools	but	children	in	
most	rural	schools	lack	qualified	instruction	and	learning	
materials.	As	a	result,	half	of	all	students	leave	primary	
school	unable	to	read	or	comprehend	a	story	at	Level	2	
English.	Very	few	are	equipped	to	go	on	to	secondary	
school,	where	English	is	the	language	of	instruction.	
Consequently,	capable	students	are	forced	to	abandon	
their	secondary	education.
	 Both	AKU	and	Room	to	Read	are	familiar	with	
these	systemic	obstacles	to	quality	education	and	
A classroom in Zanzibar
If quality basic education is every child’s right, then the San Francisco-based Room to Read and AKU’s Institute for 
Educational Development in East Africa (IED, EA), supported by the Awali Reads project, are poised to substantially improve 
the literacy rates of primary school students in east Tanzania and Zanzibar. It is the Canada-based Awali group’s second 
venture, building on their successful partnership with AKU that helped in setting-up IED in Dar es Salaam five years ago.
Paul Griss
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literacy	in	East	Africa.	Room	to	Read’s	success	in	
improving	infrastructure,	developing	culturally	relevant,	
local-language	resource	materials,	and	establishing	
libraries	is	a	perfect	complement	to	IED,	EA’s	expertise	
in	teacher	education.	Providing	AKU’s	newly	trained	
teachers	with	improved	classroom	environments	and	
better	resource	materials	amplifies	the	impact	they	can	
have	on	students	in	their	classrooms,	particularly	those	
teachers	returning	to	impoverished	
rural	schools.
	 What	the	Awali	Reads	project	
aims	to	do	is	to	significantly	improve	
educational	outcomes	for	81,500	rural	
primary	age	students	by	providing	
the	training	and	resources	teachers	
need	to	develop	basic	literacy	skills	
in	their	students,	and	by	creating	
school	environments	that	support	
learning.	The	US$	13	million,	five-year	
programme	will	initially	focus	on	163	
rural	communities	in	east	Tanzania’s	
Morogoro	region	and	on	the	island					
of	Zanzibar.	
	 The	partnership	will	train	550	
teachers,	relying	on	programmes	
already	in	place	at	IED,	EA.	Some	
teachers	will	enter	the	two-year	Master	
of	Education	programme	in	Dar	es	
Salaam;	others	will	participate	in	
short	courses	that	can	be	delivered	
on-site	in	rural	communities.	Overall,	
educators	will	be	taught	student-
centred	teaching	methods,	and	will	
learn	how	to	deliver	lessons	that	
are	more	engaging,	that	encourage	
discussion	and	debate,	and	how	to	
assess	student	progress.
	 Such	student-centred	education	will	be	supported	
by	sufficient	textbooks	and	appropriate	teaching	and	
learning	materials,	particularly	books	and	teaching	
aids	in	local	languages.	The	Awali	Reads	partnership	
will	establish	Reading	Rooms,	multilingual	classroom	
libraries	in	163	rural	schools	and	will	equip	them	with	
grade-level	appropriate	reading	and	teaching	materials	
in	both	Kiswahili	and	English.	Room	to	Read	is	an	
undisputed	expert	in	this	field;	it	has	already	established	
more	than	11,000	such	libraries	around	the	world.
	 To	populate	all	the	new	library	shelves,	Room	to	
Read	will	turn	to	local	authors	and	illustrators.	Thirty	
new	children’s	titles	will	be	commissioned	in	Kiswahili.		
A	quarter	of	a	million	books,	providing	children	with	
local,	culturally	relevant	high	quality	material,	will	be	
printed	and	distributed	to	the	classroom	libraries.	
	 To	ensure	the	libraries	are	used	for	maximum	
effectiveness,	classroom	teachers	will	be	trained	on	
how	to	introduce	better	reading	instruction	processes	
and	an	additional	815	teachers/librarians	will	be	
trained	in	library	set-up,	management	and	materials	
use.	Teachers	will	be	encouraged	to	give	children	easy	
access	to	materials	at	all	times	and	Room	to	Read	will	
provide	a	three-year	monitoring,	training	and	teacher	
support	component.
The	partnership	will	also	
work	with	local	community	
members	to	renovate	dilapidated	
old	classrooms	and	build	new	
classrooms	where	needed.	In	each	
of	the	selected	communities	a	
School	Improvement	Committee	
will	be	established	and	will	be	
given	training	in	construction,	
management	and	budgeting.	
The	community	will	be	asked	to	
contribute	at	least	15	per	cent	
of	infrastructure	costs	in	cash	or	
in-kind	donations,	making	them	
co-investors	in	the	project	and	a	
long-term	maintenance	plan	will	
be	developed	for	their	school	to	
ensure	it	is	sustained.
In	February	2011,	John	and	
Denise	Hooks,	members	of	the	
Awali	group	travelled	with	their	two	
young	children,	daughter	Josie,	
9	and	son	Jackson,	7	to	Dar	es	
Salaam	and	Zanzibar	to	learn	first-
hand	about	Awali	Reads.	Along	
with	other	Canadian	supporters,	
they	visited	rural	schools	and	
communities	slated	to	participate			
in	the	new	Awali	project.
	“The	school	visits	were	incredible.	Knowing	these	
kids	do	not	have	the	same	opportunities	as	ours	is	
a	tough	pill	to	swallow.	They	are	beautiful,	vibrant,	
curious	children	and	the	location	of	their	birthplace	
should	not	dictate	their	future,”	says	Denise	Hooks.
	 The	programme’s	ambitious	and	exciting	goals	
grow	out	of	confidence	in	what	IED,	EA	and	Room	
to	Read,	have	already	accomplished.	“The	creation	
of	functional	schools	with	real	teaching	resources	
and	IED-trained	teachers	will	change	the	standard	
of	education	in	Tanzania,”	believes	Denise	Hooks.	
“Literacy	is	the	best	and	most	lasting	gift	we	can	
give	to	a	child	and	to	a	nation;	it	is	the	means	of	fully	
knowing	oneself	and	it	is	the	bridge	that	will	connect	
East	Africa	to	the	rest	of	the	world.”
 “Literacy is the best
and most lasting gift
we can give to a child 
and to a nation...”
Susan Crighton
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Understanding Bioethics
Professor Farhat Moazam, Chairperson, Centre of 
Biomedical Ethics and Culture, Sindh Institute of Urology 
and Transplantation, discusses bioethics and how it needs 
to evolve further into regular practice in Pakistan. 
	 “Contemporary	bioethics	is	a	young,	multidisciplinary	
field	that	began	in	the	US	and	dates	back	merely	50	
years.	It	should	not	be	confused,	as	it	often	is,	with	
traditional	codes	of	conduct	for	the	healing	professions	
that	have	existed	in	major	civilisations	dating	back	to	
the	time	of	Hammurabi,	4,000	years	ago.
	 Bioethics	developed	in	response	to	rapid	advances	
in	biomedical	science	and	
technology	that	began	to	raise	novel	
ethical	dilemmas	in	health	care	and	
research,	for	which	traditional	codes	
provided	little	guidance.
	 It	evolved	during	the	1960s,	
a	period	of	major	social	upheaval	
in	the	US.	It	was	a	time	of	violent	
protests	against	the	Vietnam	War,	a	
strong	civil	rights	movement	and	the	
rise	of	feminism,	with	an	active	press	
unearthing	instances	of	professional	
misconduct	by	the	medical	and	
scientific	communities.	It	was	within	
this	social	ferment	that	bioethics	
was	born,	resting	on	secular	
principles	drawn	from	Anglo-centric	
philosophical	thought	and	traditions.	
	 The	core	of	modern	biomedical	
ethics	is	the	concept	of	the	
autonomous,	self-governing	
individual	and	his	or	her	inalienable	
right	to	make	decisions	free	of	
external	influences.	In	this	view	it	is	
the	individual	who	is	the	legal	and	
social	unit	of	society.	
	 An	important	point	to	keep	in	
mind	is	that	the	founders	of	American	bioethics	were	
not	American	health	care	professionals.	It	was	primarily	
philosophers,	theologians,	lawyers	and	influential	
members	of	the	lay	public	who	initiated	and	led	the	
evolution	of	this	discipline.	
	 Bioethics	made	its	appearance	in	Pakistan	in	
the	early	1980s.	Unlike	in	the	US,	this	happened	
neither	due	to	indigenous	social	ferment	nor	did	it	
follow	national	debates	and	discussions	about	local	
values	and	needs.	In	reality,	the	American	model	was	
transplanted	into	Pakistan	by	health	care	professionals,	
almost	all	physicians.	
	 So	just	as	we	had	imported	science	and	technology	
from	the	West	to	Pakistan	in	the	earlier	years	of	the	20th	
century,	we	did	the	same	with	bioethics	towards	the	
end	of	the	century.	But	while	human	pathophysiology	is	
factual	and	universal	in	nature,	human	comprehension	
of	right	and	wrong	is	not	–	it	is	contextual,	experiential,	
drawn	from	diversity	of	sources.	And	this	is	where	the	
difficulties	begin.
	 I	will	first	speak	about	what	I	consider	to	be	a	kind	of	
conceptual	schizophrenia,	a	disconnect	in	the	way	we	
approach	biomedical	ethics.
Currently	there	are	two	parallel	bioethics	streams	
flowing	in	Pakistan	–	one	the	product	of	Anglo-Euro-
American	philosophical	thought	and	secular	traditions,	
and	the	other	purporting	to	provide	universal	medical	
guidance	drawn	from	revelation	and	
Muslim	scriptures.	Whether,	if	and	
how	these	two	vastly	different	guides	
for	moral	conduct	–	different	in	their	
history,	epistemology,	emphasis,	
essence,	nexus	of	authority	and	
methodology	–	can	be	reconciled	is	
something	to	which	we	have	given	no	
thought.	Both	streams	are	passively	
accepted	as	absolute	systems	in	
themselves	and	there	has	been	little,	
if	any,	original	thinking,	research,	
or	discourse	in	Pakistan	to	find	a	
bioethics	model	that	is	coherent	and	
applicable	within	the	context	of	the	
issues	we	face	in	health	care	research	
and	practice.	
Secondly,	a	peculiar	linguistic	
schizophrenia,	an	English-Urdu	split,	
is	also	evident	in	the	way	we	impart	
bioethics	education	in	our	clinical	
practice.	Having	read	Beauchamp	and	
Childress’	Principles of Biomedical 
Ethics,	the	bible	of	contemporary	
ethics,	we	first	present	autonomy	as	
“article	one”	in	the	“Constitution”	of	
contemporary	bioethics	and	declare	
paternalism	to	be	the	original	sin.	We	teach	our	
students	about	confidentiality	and	the	patient’s	right	
to	make	all	his	or	her	decisions	free	from	the	external	
influences	of	family,	society	and	indeed	physicians.	
	 But	in	our	clinics	we	switch	to	Urdu	to	communicate		
with	our	patients.	Patients	refer	to	us	as	being	akin	to	
their	maa	(mother)	or	baap	(father),	and	expect	us	to	
direct	them	as	to	what	they	should	do;	we,	in	turn,	will	
often	address	them	as	beta	(son)	or	beti	(daughter).	
Meanwhile	as	the	patient	is	almost	always	brought	
to	the	clinic	by	family	members,	a	cultural	norm,	it	is	
almost	always	they	with	whom	we	first	discuss	details	
of	the	disease	and	treatment.	
	 How	we	teach	ethics	may	help	our	students	to		
score	well	in	exams	but	it	does	little	to	prepare	them	for	
We must also decide 
on the most ethically 
troubling areas to 
focus on in our 
educational and 
research efforts in 
bioethics. Many of 
these are connected to 
health care services 
and not research, 
and to which we have 
paid insufficient 
attention.
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the	relational,	non-individualistic	morality	which	
characterises	our	interpersonal	conduct	and	patient-
family-physician	interactions	during	practice.
	 Thirdly	and	finally,	there	is	our	intriguing	priority	
for	research	ethics	to	the	exclusion	of	other	aspects	
of	bioethics,	which	may	be	more	important	for	the	
country.	Good	research	done	ethically	is	obviously	
important	for	Pakistan.	But	this	concentrated	focus	
on	research	rather	than	clinical	ethics	is	an	interesting	
phenomenon	in	a	country	in	which	the	majority	of	
health	care	professionals	are	involved	in	clinical	
practice,	and	only	a	handful	undertake	
medical	research.	
	 Daily,	there	are	reports	of	unethical	conduct	by	
health	care	professionals	and	hospitals.	Patients	bleed	
to	death	as	they	lie	unattended	in	emergency	rooms,	
seriously	ill	people	are	denied	hospital	admission	
because	of	their	inability	to	provide	cash	deposits,	and	
doctors	ostracise	patients	with	HIV/AIDS	and	STDs.	
Physicians	appear	in	calendars	advertising	oncology	
and	other	drugs,	and	on	TV	to	endorse	products	
including	life	insurance,	and	hospital	administrators	
are	on	the	boards	of	multinational	pharmaceuticals.		
	 Yet	a	majority	of	our	national	conferences	and	
seminars	continue	to	focus	on	research	ethics	and	the	
establishment	of	Ethical	Research	Committees	(ERCs).	
We	seem	to	be	falling	into	a	trap	where	we	believe	
that	workshops	and	ERCs	are	in	themselves	sufficient	
to	foster	ethical	research.	This	is	an	illusion	we	must	
guard	against.	Ethics	committees	are	only	as	ethical	as	
the	individual	members	that	constitute	them;	otherwise	
they	are	no	more	than	rubber	stamping	devices	to	
legitimise	unethical	research.
	 To	begin	reflecting	on	how	we	can	shift	from	being	
passive	recipients	to	active	participants	in	this	field,	
we	must	look	at	what	we	have	been	doing	so	far	in	
bioethics	with	a	critical	eye.	For	bioethics	to	take	root	
and	make	an	impact	in	Pakistan	we	must	explore	ways	
to	‘indigenise’	it	to	meet	our	needs.	We	do	not	have	to	
reinvent	the	bioethics	wheel	but	re-structure	it	so	that	it	
can	travel	on	local	roads	and	carry	us	to	goals	relevant	
to	our	needs,	within	the	realities	of	the	lives	we	lead.
We	could	begin	by	turning	a	constructively	critical	
eye	on	the	two	streams	–	the	secular	contemporary	
bioethics	and	religious	moral	values	–	flowing	in	
Pakistan.	I	believe	that	each	strives	for	ethical	human	
interactions	but	from	different	vantage	points	and	a	
different	focus.
	 We	must	also	decide	on	the	most	ethically	troubling	
areas	to	focus	on	in	our	educational	and	research	
efforts	in	bioethics.	Many	of	these	are	connected	to	
health	care	services	and	not	research,	and	to	which	we	
have	paid	insufficient	attention.”
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This is an excerpt of Professor Moazam’s keynote 
address at AKU’s 14th Health Sciences Research 
Symposium. Professor Moazam is the founding 
chairperson of the Department of Surgery at AKU 
and also served as the first Associate Dean of 
Postgraduate Medical Education. She holds a 
master’s degree in bioethics and a doctorate from 
the Department of Religious Studies, University of 
Virginia with a focus on Islam and cross-cultural 
ethics. The Aga Khan University initiated a Master 
of Bioethics programme in 2008, sponsored through 
a training grant from the Fogarty International 
Center, National Institutes of Health, US that is 
offered to mid-career individuals in health care 
related fields.
Audiovisual Department, AKU
Breathing Easier
	 Three-year-old	Hakim*	crouches	dangerously	close	to	
the	open	fire,	as	his	mother	cooks	roti	(bread)	and	daal	
(lentils)	for	lunch	in	the	smoke-filled,	soot-streaked	room.	
Hakim’s	brother	coughs	in	the	corner	as	his	mother,	
Nusrat*,	visibly	pregnant,	wipes	her	eyes	before	glancing	
worriedly	at	her	sons.	“I	use	any	fuel	that	I	can	collect,”	
she	says,	“I	have	to	cook	food,	heat	our	water	and	stay	
warm	in	the	winter.	We	all	cough	but	there	is	nothing	we	
can	do	about	it.”
	 This	is	Chatorkhand	village	in	Ishkoman	in	northern	
Pakistan,	where	Nusrat	and	families	like	hers	are	largely	
dependent	on	wood,	animal	dung,	agricultural	wastes	or	
charcoal	to	meet	their	daily	basic	energy	needs.	But	it	is	a	
scene	that	can	be	repeated	anywhere	across	the	globe,	
from	Mongolia	to	Mali,	Bangladesh	to	Burundi	–	it	was	just	
five	years	ago,	in	2006,	that	the	World	Health	Organization	
estimated	that	almost	half	the	world’s	population	still	relied	
on	solid	fuels	for	their	cooking	and	heating	needs.	
	 It	is	long	known	that	burning	solid	fuels	is	harmful	to	
health.	The	smoke	is	a	mixture	of	pollutants	including	
carbon	monoxide,	carbon	dioxide	and	particulate	matter	
–	small	soot	with	dust	particles	–	the	same	components	
found	in	polluted	urban	air	but	with	a	deadlier	punch.		
	 Indoor	smoke	can	exceed	accepted	standards	for	
particulate	matter	in	outdoor	air	by	over	50	to	100	times.
Women	and	young	children	are	most	at	risk;	women	
because	of	their	cooking	and	household	responsibilities	
and	children	as	they	are	kept	close	to	the	mother	and	
the	fireside.	
	 In	Pakistan,	72	per	cent	of	the	population	still	uses	
solid	fuel	for	energy.	But	research	on	the	health	effects	of	
indoor	cooking	and	heating	practices	is,	at	best,	limited.	
AKU	recently	partnered	with	Aga	Khan	Planning	and	
Building	Services,	Pakistan	(AKPBS,	P)	and	its	Building	
and	Construction	Improvement	Programme	(BACIP),	to	
assess	the	effects	of	an	improved	stove	on	the	health	of	
women	and	young	children.
	 AKPBS,	P	is	among	a	handful	of	institutions	in	
Pakistan	working	on	the	problem	of	indoor	air	pollution	
(IAP)	through	cleaner,	more	energy	efficient	stoves	
and	other	household	products.	In	collaboration	with					
AKPBS,	P,	the	University	undertook	a	stove	trial	in	
16	villages	in	Ishkoman	involving	over	400	families.	It	
covered	those	using	smoke-free	BACIP	stoves	versus	
open	fire/traditional	stoves	and	‘mixed’	stoves	–	mixed	
stove	users	included	households	using	both	BACIP	and	
traditional	stoves.	“We	interviewed	the	women	in	each	
household,	looking	at	the	history	of	reported	eye	and	
respiratory	symptoms	before	the	installation	of	BACIP	
stoves	and	after.	We	also	measured	indoor	carbon	
monoxide	and	PM2.5	–	particulate	matter	less	than	2.5	
microns	in	size	–	significant	air	pollutants,	for	two	years	
in	a	select	set	of	houses	over	the	winter	months,”	said	Dr	
Rehana	Siddiqui,	Assistant	Professor,	AKU	Department	
of	Community	Health	Sciences,	who	led	the	study.	
	 In	homes	with	BACIP	stoves,	a	third	of	the	women	
coughed	less	and	about	a	quarter	fewer	cases	of	
pneumonia	in	children	were	reported.	In	these	same	
homes,	indoor	carbon	monoxide	levels	fell	by	half.	“With	
the	health	and	economic	benefit	of	BACIP’s	fuel	efficient	
stoves,	we	can	now	take	care	of	our	kids,”	says	25-year-
old	Noorjan	from	Taus	village.	“We	are	able	to	afford	for	
them	warm	clothes,	good	schooling	and	a	healthier	life.”	
	 It	is	a	small	contribution	to	research	on	the	
relationship	between	health	and	indoor	air	quality	in	
developing	countries	but	vital	to	understanding	how	the	
energy	needs	of	the	poor	affect	their	quality	of	life.	For	if	
IAP	and	household	energy	are	to	become	priorities	for	
national	policy	making	and	international	health	action,	
there	will	be	a	need	for	more	persuasive	evidence	of	the	
links	to	health.	Research-based	evidence	may	not	be	
the	only	factor	that	changes	policy,	but	it	is	becoming	
increasingly	important	as	developing	countries	struggle	
to	allocate	people	and	finances	from	a	shrinking	resource	
pot.	Playing	its	part,	AKU	will	continue	to	develop	the	
evidence	that	flags	the	effects	of	IAP	on	health	as	an	
issue	deserving	attention.		
* Names have been changed to protect privacy.
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The Silent Invader
	 In	today’s	world	polio	makes	headlines	–	as	a	highly	
infectious,	crippling	disease	that	can	cause	complete	
paralysis	in	a	matter	of	hours.	But	a	promising	story	
waits	in	the	wings:	polio	is	the	second	disease	up	for	
global	eradication,	behind	small	pox.	
	 Here’s	the	proof:	World	Health	Organization	(WHO)	
statistics	reveal	that	polio	cases	have	decreased	from	
an	estimated	350,000	in	1988	to	1,604	reported	cases	
in	2009	(the	most	recent	statistics	available),	a	result	of	
intense	global	efforts	to	eradicate	the	disease.	In	2011,	
only	parts	of	four	countries	in	the	world	remain	endemic	
for	the	disease	–	the	smallest	geographic	area	in	history	
–	down	from	125	countries	worldwide	just	two	decades	
ago.	But	no	matter	how	close	the	ultimate	‘victory’,	
as	long	as	a	single	person	remains	infected,	people	
in	all	countries	are	at	risk	of	contracting	this	dreadful,	
avoidable	infection.	
	 Tajikistan	is	part	of	WHO’s	European	Region,	one	
of	the	53	states	certified	polio-free	in	2002;	Tajikistan’s	
last	case	of	clinically	confirmed	polio	was	in	1997.	But	
that	changed	in	the	spring	of	2010	as	polio	trekked	in	
from	the	country’s	south-western	borders,	alongside	
Afghanistan	and	Uzbekistan.
	 “During	a	regular	visit	to	Tajikistan	in	mid-2010,	I	
was	requested	to	visit	a	young	man	admitted	to	the	
Provincial	Hospital	in	Dushanbe,	the	Tajik	capital,”	recalls	
Dr	Fatima	Mohbatali,	Regional	CEO,	Aga	Khan	Health	
Services,	Central	Asia.	
	 Azim	Koimdodov	was	on	a	ventilator.	For	this	
24-year-old	budding	graduate,	recently	returned	from	
the	Academy	of	Fine	Chemical	Technologies	in	Moscow,	
life	changed	on	May	3,	2010.	“The	headache	was	
unbearable,	accompanied	by	a	piercing	back	pain	of	
the	kind	I	had	never	felt	before.	The	high	fever	made	it	
worse,”	says	Azim.	A	week	later,	he	was	paralysed	from	
the	neck	down	and	on	artificial	support	–	with	polio.	
	 By	July	2010,	the	Tajik	Ministry	of	Health	had	
reported	430	cases	of	polio,	19	of	which	were	fatal,	after	
a	wild	poliovirus,	originating	in	northern	India,	had	been	
transmitted	person-by-person	into	the	country.	
	 Dr	Mohbatali	suggested	that	the	best	option	was	
to	stabilise	Azim	before	transferring	him	to	Aga	Khan	
University	Hospital	(AKUH)	in	Karachi,	for	further	care	
and	the	finest	physiotherapy	in	the	region.	Azim	was	
flown	into	Karachi	in	the	last	week	of	June.
	 The	transfer	to	Karachi	was	only	the	first	step.	
“There	is	no	question	that	recovery	from	polio	is	slow	
and	limited	in	adults,”	says	Dr	Mughis	Sheerani,	his	
physician.	“Children	with	polio	are	in	a	formative	phase	
and	their	bodies	have	more	plasticity.	Sometimes	their	
disability	may	not	be	as	severe	because	of	their	ability	
to	outgrow	most	of	it.	In	adults,	however,	only	the	brain	
and	nervous	tissues	still	have	plasticity	that	can	be	
manipulated,	which	is	what	we	targeted	in	Azim’s	case.”	
	 A	special	multi-disciplinary	team	was	put	together	
for	Azim’s	rehabilitation:	a	primary	physician,	three	
physiotherapists,	two	occupational	therapists	and	a	
physiotherapy	aide.	Together	they	designed	a	one-of-a-
kind	treatment	plan	to	meet	his	particular	needs.	
	 “Health	facilities	in	Tajikistan	are	a	remnant	of	
the	Soviet	system	–	a	lot	of	medicines	and	no	
physiotherapy,	while	at	AKU	they	do	almost	the	
complete	opposite,”	explains	Azim.	Here	the	focus	
of	the	plan	was	to	ensure	Azim	achieved	maximum	
independence	as	early	as	possible	and	thus	a	promise	
of	a	more	normal	life.	
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	 Every	single	day	for	seven	
months,	he	and	the	neurology	and	
physiotherapy/rehabilitation	team	
worked	together	several	times	a	day	
to	achieve	the	desired	results.	The	
customised	treatment	plan	included	
chest	physiotherapy,	breathing	
exercises,	a	range	of	motion	exercises,	
strengthening	exercises,	neck	and	
trunk	balance	exercises	and	gross	
and	fine	motor	exercises	for	the	hands	
as	well	as	activities	of	daily	living	that	
would	allow	independence.	“The	tasks	
were	both	daunting	and	challenging,”	
says	Mr	Nasrullah	Shaikh,	the	
manager	of	the	physiotherapy	
services,	“but	Azim’s	high	spirits	made	
them	seem	as	easy	and	as	rewarding	
as	teaching	a	child	how	to	walk.”
	 And	it	worked.	Azim	slowly	
regained	a	semblance	of	normalcy	–	going	from	
complete	dependency	to	being	able	to	walk															
with	support.	
	 “In	Tajikistan,	when	they	say	‘doctor’	or	
‘physiotherapist’,	one	can	only	think	of	someone	old.	At	
AKUH,	however,	I	got	the	opportunity	to	interact	with	so	
many	friendly	young	professionals,	doctors	and	nurses.	
There	is	so	much	positive	energy	
around	the	place	that	you	never	feel	
out	of	place	or	depressed,”	said	
Azim	looking	out	the	window,	with	his	
legs	up	on	the	couch.	Physiotherapy	
Services	also	secured	a	motorised	
wheelchair	for	him	–	an	intervention	
that	increases	the	mobility	of	people	
to	an	extent	that	they	can	feel	
absolutely	independent.	“On	that	
wonder	chair,	I	can	do	whatever	I	
want	to,	move	at	my	convenience,	
and	not	be	dependent.	It	is	like	a	
little	car,	only	better	because	it	helps	
me	be	mobile	like	ordinary	people,”				
says	Azim.
When	he	arrived	at	AKUH,	Azim	
was	completely	paralysed	neck	
down	and	lying	on	his	back.	He	left	
the	Hospital	completely	independent,	
which	was	AKUH’s	most	gratifying	success.	“More	than	
anything	else,	what	AKUH	and	all	those	involved	in	my	
treatment	have	given	me	is	‘hope’	–	the	one	thing	I	
had	completely	given	up	on	prior	to	being	transferred	
here	–	the	hope	to	go	back	to	normal	life,	and	to	be	
independent.	This	hope	I	owe	to	AKU,”	writes	Azim	in		
an	email	from	Minsk,	Belarus,	where	he	now	lives.
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 When he arrived 
at AKUH, Azim 
was completely 
paralysed neck down 
and lying on his 
back. He left the hos-
pital completely inde-
pendent, which was 
AKUH’s most gratify-
ing success.
Nasrullah Shaikh
Nadia Batega
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ISMC Valedictory Address
	 “Speaking	21	different	languages	between	us,	the	
graduating	class	of	2010	at	the	Aga	Khan	University’s	
Institute	for	the	Study	of	Muslim	Civilisations	(ISMC),	
comes	from	Afghanistan,	Egypt,	Indonesia,	Iran,	Syria,	
Pakistan,	Tanzania,	Tunisia,	Tajikistan	and	the	UK.	
Before	we	started,	some	were	archaeologists,	architects	
and	filmmakers;	others	psychologists,	teachers	and	
theologians,	but	now	we	hold	the	same	master’s	degree	
in	Muslim	Cultures	from	ISMC.	
	 One	could	think	someone	either	got	the	title	of	the	
course	or	the	name	of	this	Institution	terribly	wrong	and,	
at	times,	so	did	we.	You	see,	we	took	courses	with	titles	
like	‘facts	and	values’,	‘the	construction	of	knowledge’	
and	‘globalisation,	development	and	poverty’.	We	
studied	the	‘traditions	of	learning’,	‘gender	and	nation’	
and	examined	the	works	of	European	philosophers.	
And	initially,	I	did	question	studying	civilisations	that	
existed	5,000	years	before	the	advent	of	Islam	–	
surely,	the	architects	of	this	programme	must	have	
thought	we	were	at	the	‘Institute	for	the	Study	of	
World	Civilisations’.
	 But	then	we	also	took	courses	in	‘the	history	of	
the	Quran’,	‘formation	of	Muslim	thought’,	‘Muslim	
responses	to	modernity’,	‘Muslims	in	western	contexts’	
and	were	immersed	into	a	new	language:	for	some	
of	us	Arabic,	for	others	Farsi	or	Turkish.	We	began	
to	understand	that	a	civilisation	cannot	be	studied	in	
isolation	–	as	if	there	is	a	discrete	ring	around	it.	We	
began	to	understand	that	history	builds	on	itself	and	
that	to	understand	Muslim	contexts	today	we	need	to	
understand	not	just	Muslim	history	but	world	history,	
because	Muslim	civilisations	and	Muslim	cultures	did	
not	and	do	not	exist	in	a	vacuum.	Ideas	and	knowledge	
are	fluid	and	they	flow	in	all	directions.	
	 Over	varying	times	in	history,	it	is	those	with	the	
prevailing	power	who	control	the	access	to	our	
knowledge.	They	determine	the	lens	through	which	we	
see	the	world	and	how	its	history	is	written.	We	have	
been	taught	to	question	the	lens	through	which	the	
world	is	being	presented	–	and	just	as	importantly	–	to	
be	aware	of	the	lens	through	which	we,	ourselves,	look	
at	the	world.	
	 At	a	time	when	higher	education	is	not	free,	
we	have	had	access	to	generous	scholarships.	
We	leave	here	free	of	any	contractual	obligation	
and	debt.	But	ISMC	is	part	of	AKU,	which	in	turn	
is	part	of	the	Aga	Khan	Development	Network.								
If	AKDN	is	underpinned	by	the	Muslim	ethic	of	
helping	those	most	vulnerable	in	society,	the	money	
that	was	spent	to	educate	us	has	a	moral	imperative	
attached	to	it.	
	 We	are	not	expected	or	required	to	pay	back	
the	fiscal	costs	of	our	education	–	but	we	can	pay	it	
forward.	We	can	contribute	to	a	world	where	Muslim	
cultures	and	civilisations	are	better	understood	and	
valued,	and	where	pluralism	is	recognised	as	an	
imperative	for	a	peaceful	world.	It	may	require	us	to	
swim	upstream	but	we	can	make	our	voices	heard.
	 This	piece	of	paper	that	we	have	just	been	
handed	is	not	just	the	result	of	our	own	endeavours.	
We	owe	gratitude	to	many	including	each	other.	
Our	learning	has	been	as	much	a	function	of	what	
we	brought	to	the	table	as	the	formal	teaching.	
The	cultural	diversity	of	our	group	has	reflected	the	
even	wider	diversity	of	the	Ummah	and	sometimes	
negotiating	these	diversities	has	also	required	UN-
like	diplomatic	skills.	But	we	recognised	that	by	
helping	each	other	to	be	better	and	to	do	better	we	
take	nothing	away	from	our	own	achievements.	
	 On	behalf	of	our	class,	I	also	extend	our	
appreciation	to	our	honoured	teachers	who,	with	
their	knowledge,	wisdom,	patience	and	guidance,	
have	led	us	–	sometimes	despite	ourselves	–	
to	this	day;	and	to	our	families	and	friends	who	have	
loved,	supported	and	struggled	with	us,	showed	us	
patience	and	compassion,	and	perhaps	even	learnt	
a	bit	with	us;	but	probably	the	most	important	and	
heartfelt	thanks	goes	to	our	Chancellor	–	
His	Highness	the	Aga	Khan	–	whose	vision,	
generosity	and	unique	perspective	on	the	world	
is	the	reason	we	are	able	to	stand	in	front	of	this	
audience	today…	and	who	defines	what	it	means			
to	be	a	part	of	one	humanity.”
Nina Hirji Kheraj, Valedictorian,
AKU-ISMC Graduation 2011
Opposite page:
6th AKU-ANS Graduation Ceremony
Top Left, Bottom Right: Dar es Salaam 
Top Right: Nairobi
Bottom Left: Kampala
Photos: Alkarim Pirmohamed 
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Nursing in the Military
	 If	the	names	of	Rufaidah	binti	Sa’ad	and	Florence	
Nightingale	ring	a	bell,	it	is	because	they	are	well-
known	nurses.	What	is	less	remembered,	however,	is	
that	they	started	their	careers	on	the	battlefield;	binti	
Sa’ad,	the	first	nurse	from	the	Muslim	world	provided	
relief	to	her	brothers	during	the	battle	of	Badr	(624	CE)	
and	Trench	(627	CE)	and	Florence	Nightingale,	who	
served	voluntarily	during	the	Crimean	War	(1854-56).
	 It	is	a	reminder	that	the	nursing	profession	provides	
career	opportunities	in	civilian	as	well	as	military	
sectors	of	our	societies.	Lt.	Colonel	Kimuge	Musa	
Barkitoch	should	know,	having	served	in	the	Kenya	
Army’s	Defence	Forces	Medical	Corps	since	1988.	
Today	he	is	the	Chief	Nursing	Officer	(CNO)	at	the	
Armed	Forces	Memorial	Hospital,	Nairobi	and	an	
alumnus	of	the	University’s	Advanced	Nursing	Studies	
(ANS)	programme	in	East	Africa.
	 Lt.	Colonel	Barkitoch	became	a	nurse,	by	his	
own	admission,	by	accident,	“I	did	not	know	what	
was	involved	in	nursing	despite	having	had	a	niece	
who	was	a	registered	nurse	at	a	national	referral	
hospital.”	But	his	keen	interest	brought	dividends	and	
recognition	–	he	graduated	as	the	best	in	the	nursing	
practicals,	in	academics	and	for	all-round	performance	
in	a	class	of	120	students,	in	1981	from	the	Kenya	
Medical	Training	College,	Nairobi.
	 Qualifying	as	a	registered	nurse,	Barkitoch	had	an	
initial	four-and-a-half-year	stint	as	a	practicing	nurse	
and	clinical	instructor	in	a	hospital	and	a	medical	
training	centre	run	by	the	Ministry	of	Health.	Come	
1988	and	initially	commissioned	as	a	Lieutenant,	his	
commitment	and	passion	for	nursing	helped	him	move	
quickly	through	the	ranks.	He	served	at	the	Memorial	
Hospital	in	Nairobi	before	his	leadership	skills	led	to	a	
posting	with	the	United	Nations	in	East	Timor.
	 But	a	little	over	a	decade	later,	in	2001,	as	Deputy	
Chief	Nurse	at	the	Memorial	Hospital,	Barkitoch	
sensed	a	need	for	change.	As	a	nursing	leader,	
he	was	convinced	that	he	needed	more	than	just	
a	professional	and	practical	understanding	of	
bedside	nursing.	
	 Around	the	same	time,	the	army’s	medical	corps	
was	also	beginning	to	institute	organisational	changes.	
“A	group	of	graduate	nurses	were	recruited,	five	of	
whom	were	posted	to	work	with	us	at	the	Hospital	
…	I	was	seeing	myself	challenged	by	the	different	
level	of	nurses	working	under	me.”	Undeterred	by	
the	challenge	and	inspired	by	the	notion	that	change	
begins	with	oneself,	Barkitoch	“felt	the	need	to	
invest	in	myself	in	order	to	advance	my	career	and	
at	this	point	I	applied	[for]	a	degree	course	at	the	
University’s	ANS	programme.	On	completion	of	the	
course,	I	became	the	first	military	nursing	officer	to	
be	upgraded.”	Studying	at	AKU	completely	changed	
his	attitude	towards	nursing	“in	spite	of	having	
been	in	this	career	for	over	a	decade	...	I	realised	
that	[the	programme]	offers	a	holistic	approach	to	
nursing.”	A	professional	nurse	had	to	be	more	than	
just	a	caregiver;	by	embracing	the	mantle	of	a	nurse	
manager,	he	or	she	“does	more,	by	incorporating	
management	and	leadership	skills	into	the	care	
of	patients.”
	 Armed	with	an	internationally	recognised	degree,	
Barkitoch	was	posted	to	the	Armed	Forces	Medical	
Training	School	as	a	Senior	Instructor.	A	year	later,	
his	name	was	proposed	for	a	tour	of	duty	at	the	
United	Nations	Mission	in	Sudan.	On	his	return	
Barkitoch	was	promoted	to	CNO	at	the	military	
hospital	in	Nairobi.	
	 As	a	nursing	leader	and	educator,	Barkitoch	is	
well	aware	of	the	larger	role	he	has	to	play.	“The	
Armed	Forces	have	high	expectations	from	graduate	
nurses.	They	expect	them	to	bring	positive	change	
to	nursing	practice	in	the	…	whole	of	armed	forces	
medical	corps.”	His	committed	efforts	have	paid	off	
handsomely:	10	more	nurses	have	undertaken	a	
Post-RN	BScN	course	after	joining	the	service	while	
another	20	nursing	graduates	have	been	inducted	
into	the	medical	corps.
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‘New Age’ Libraries
As the University moves ahead with its ambitious 
expansion plans, Normand Demers, University Librarian, 
is at the helm of establishing a comprehensive, integrated 
network of academic ‘libraries’ that will serve all AKU 
campuses in the information age.
With information available at the touch of a button on 
the web, do we still need libraries?	
Academic	libraries	are	in	the	midst	of	profound	change	
with	their	very	role	being	debated	and	challenged.	
As	student	needs	change	rapidly	and	dramatically,	
libraries	are	becoming	‘information	commons’	or	even	
‘learning	commons’	–	physical	spaces	on	campus	where	
students	and	faculty	can	engage	in	a	dynamic	learning	
process	that	enables	learning,	creativity	and	knowledge	
creation.	It	is	where	the	many	resources	and	services	
they	may	require	are	available	in	just	one	place.	It	is	
where	librarians	partnering	with	the	faculty,	information	
technology	department,	English	language	writing	centre	
staff	and	even	peer	associations	can	help	student	
learning	become	easier	and	more	effective.	
	 In	major	universities	all	over	the	world	there	is	an	
emphasis	on	developing	these	new	kinds	of	spaces	
devoted	to	collaborative	interactive	learning,	on	using	
new	media	and	social	networks,	supported	by	people	
and	services	to	help	you	‘navigate’	the	information,	in	
centres	equipped	with	the	most	up-to-date	technology.	
	 Technology	now	permits	a	lot	of	resources	to	be	
ubiquitous.	You	can	access	them	from	wherever	you	
are;	you	do	not	have	to	be	in	a	library	to	access	digital	
resources.	On	the	other	hand,	there	is	still	a	lot	of	
material	that	is	only	available	in	print	–	anything	more	
than	30	years	old	is	not	necessarily	available	in	e-format.
	 Also,	there	are	issues	related	to	copyright	that	will	
necessitate	a	lot	of	material	remaining	in	paper	form.	This	
is	especially	true	in	places	like	Pakistan,	East	Africa	and	
the	developing	world	in	general,	where	many	resources	
published	in	local	languages	are	available	only	as	print	
copies	and	through	a	library.	
The University Library services not only different 
faculties such as medicine, nursing and teacher 
education but campuses spread across three 
continents. How are these demands being met?
AKU	libraries	have	very	different	contexts	and	missions.	
They	vary	in	size	,	from	a	very	small	library	that	has	2,000	
or	less	books	and	a	staff	of	three	people	in	Uganda,	to	
the	Faculty	of	Health	Sciences	(FHS)	library	in	Karachi	
that	has	a	staff	of	almost	50	people.	What	we’re	trying	
to	do	is	create	a	network	where	all	these	libraries	can	
collaborate	and	exchange	information,	knowledge	and	
resources	while	maintaining	their	individuality.	
	 For	many	of	the	resources	that	we	have,	access	is	
free	because	we	work	in	the	developing	world.	But	the	
institutions	and	publishers	that	manage	these	initiatives	
–	to	provide	free	or	low-cost	access	to	scientific	
information	and	journals	–	grant	permission	by	country,	
often	based	on	World	Bank	country	rankings.	We	have	
to	develop	an	agreement,	country	by	country,	for	each	
of	our	campuses	and	therefore	the	resources	available	
may	be	different.	The	databases	available	in	Pakistan,	
through	the	country’s	Higher	Education	Commission	
–	which	we	cannot	make	available	outside	the	country	
–	may	be	quite	different	from	what	is	offered	in	Kenya.	
On	the	other	hand,	in	London,	at	the	Institute	for	the	
Study	of	Muslim	Civilisations,	you	would	not	be	able	
to	access	resources	that	are	available	to	developing	
countries	without	paying	for	them.	Thus,	we	have	to	
work	at	maintaining	separate	access	while	pooling	
resources	for	collaboration.
	 So	we	have	implemented	an	AKU-wide,	single	
library	management	system	so	that	we	can	share	
resources.	Now	we	are	able	to	know	–	from	any	AKU	
campus	or	from	any	place	with	web	access	–	what	
resource	is	being	held	and	where,	and	then	find	
ways	of	sharing	very	specific	material.	For	example,	
if	someone	in	Uganda	cannot	access	the	full	text	of	a	
journal	which	is	accessible	in	Nairobi,	and	they	need	a	
particular	article	from	that	journal,	we	can	provide	it	to	
Winter	2011		I		13
Audiovisual Department, AKU
them	–	as	a	single	copy	involves	no	copyright	issues.	
	 Within	10	years,	especially	in	the	sciences	and	
medicine,	probably	90	per	cent	of	resources	will	be	
electronic.	Right	now,	at	the	FHS	library	in	Karachi,	
we	already	have	access	to	about	60,000	monograph	
titles,	which	is	more	than	our	entire	print	collection.	This	
trend	will	only	accelerate,	especially	for	science	and	
technology	textbooks.	Rather	than	buying	print	copies	
of	textbooks,	we	are	already	buying	subscriptions	or	
files	in	e-format.	There	are	several	inherent	advantages:	
we	do	not	have	to	store	hard	copies	and	the	files	are	
updated	regularly,	
rather	than	every	five	
years.	Better	still,	
e-books	are	accessible	
24/7	to	everyone,	
instead	of	a	few	hard	
copies	that	once	
checked	out,	are	not	
accessible	to	anyone	
else.
	 But	there	are	
concerns	with	
electronic	data,	
especially	journals.	
If	you	bought	journals	
for	20	years,	you	have	
all	the	back	issues.	
A	print	subscription	
gives	you	ownership	
of	what	you	paid	for.	
But	subscribing	to	an	
e-journal	is	like	renting	
access;	once	the	lease	
is	over,	you	do	not	
own	any	copies.	
	 Another	issue	relates	to	ownership	of	the	data.	
Database	systems	are	owned	by	companies	which				
one	day	may	decide	to	merge.	But	when	companies	
change	hands,	access	conditions	to	journals	may	also	
change.	Or,	if	a	company	decides	to	stop	publishing	a	
title,	then	all	the	accumulated	information	may	be	lost	
if	there	is	no	electronic	back-up	system	or	process	to	
continue	access.
	 There	is	also	a	concern	about	media	and	data	
formats.	Data	stored	on	media	and	in	formats	that	are	
only	15-30	years	old	cannot	be	read	by	present-day	
machines	and	systems.	But	we	can	still	read	a	well	
preserved	manuscript	or	printed	book	even	if	it	dates	
back	several	hundred	years.   
AKU intends to focus on becoming a research-led 
university. How do you see the Library supporting 
this agenda?	
The	Library	will	have	to	provide	access	to	more	
resources,	which	we	have	already	begun	to	do.	For	
example,	in	Karachi	we	can	access	more	than	12,000	
e-journals	and	we	will	have	to	provide	similar	access	
to	research	literature	at	our	other	campuses.	But	the	
aspect	that	will	change	the	most	is	the	way	service	
is	provided	to	researchers.	Librarians	are	becoming	
much	more	dynamic,	proactive	and	involved.	For	
instance,	librarians	need	to	be	aware	of	all	the	research	
projects	at	the	University	
and	ideally,	to	engage	
with	the	teams	to	explore	
and	discover	relevant	
resources	on	the	
subject	matter.	
How will the opening 
up of the Aga Khan 
University Faculty of Arts 
and Sciences (AKU-FAS) 
libraries change library 
functions? 
When	they	are	built,	the	
AKU-FAS	libraries	in	
Pakistan	and	East	Africa	
will	be	sophisticated,	
state	of	the	art	academic	
libraries.	The	AKU-FAS	
Pakistan	library	has	
been	designed	to	be	a	
spacious,	technologically	
advanced,	‘intelligent’	
building,	equipped	with	the	
most	recent	information	
management	technologies	
and	resources	as	well	as	two	learning	centres,	one	
for	faculty	and	one	for	students	–	an	information	
commons	that	would	create	the	space	for	coordination	
and	collaboration	between	departments	to	facilitate	
research	and	learning.	
	 The	library	being	planned	for	AKU-FAS	in	Arusha,	
Tanzania	is	along	similar	lines,	but	the	requirements	and	
contexts	will	vary	since	there	are	differences	in	culture,	
language	and	the	educational	background	of	students	
and	faculty.	They	will	both	support	the	Faculties	of	Arts	
and	Sciences	with	more	or	less	the	same	subjects,	
but	conceptually,	and	pedagogically,	they	will	be	very	
different.	However,	both	libraries	will	embrace	the	
idea	of	being	a	sophisticated	information	hub	for	their	
regions,	spaces	that	support	and	celebrate	learning.
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 “Academic libraries are in the midst 
of profound change with their very role 
being debated and challenged.”
Ahmed Zuberi
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	 It’s	late	afternoon	at	the	Bamyan	Provincial	Hospital	
in	Afghanistan	and	27-year-old	Husnia	Amin’s	ear	
discharge	is	now	causing	her	hearing	problems.	It	
has	her	physician	Dr	Faruq	Safdari	sufficiently	worried	
to	consult	an	ENT	specialist	–	in	Kabul	and	available	
via	a	computer	screen.	It	feels	like	a	normal	medical	
consult,	with	Husnia	explaining	to	Dr	Syed	Sabir	at	the	
French	Medical	Institute	for	Children	(FMIC)	how	the	
tablets	from	a	‘doctor’	in	the	bazaar	did	not	improve	
her	infection,	followed	by	Dr	Safdari	receiving	
expert	advice.
	 This	idea	of	diagnosing	and	treating	medical	
conditions	via	electronic	
links	is	decades	old	
but	telemedicine	is	
improving	health	care	
around	the	world	
in	ways	that	would	
have	been	difficult	
to	imagine	just	a	
few	short	years	ago.	
While	e-health	may	be	
cutting-edge	in	richer	
developed	countries,	
in	Afghanistan	it	verges	
on	the	miraculous.	Ten	
years	ago,	Afghanistan	
was	a	land	virtually	
without	telephones.	
Messages	had	to	be	
passed	on	in	person	
or	you	had	to	cross	
the	Pakistani	border	to	
make	an	international	
phone	call.	Today,	
mobile	phone	coverage	
extends	over	much	
of	the	country	and	Afghanistan	has	literally	“leapt	
forward	a	generation”	making	landlines	unnecessary.	
In	much	the	same	way,	the	arrival	of	e-health	
applications	is	enabling	the	country’s	health	system	
to	use	new	technology	to	leapfrog	the	challenges	of	
geography	and	address	the	scarcity	of	qualified	health	
professionals.	
	 For	medical	staff	in	Bamyan,	250	km	away	from	
Kabul	over	a	difficult	and	sometimes	dangerous	
mountain	road,	and	Faizabad,	the	capital	of	the	distant	
Badakhshan	province,	telemedicine	has	opened	the	
window	to	specialist	intervention	and	care.	Even	better,	
it	has	expanded	access	to	e-learning,	key	in	a	country	
where	there	are	few	trained	health	care	providers	–	
only	two	doctors	for	10,000	people	according	to	the	
World	Health	Organization.	Farhat	Ladha,	a	nursing	
instructor	at	FMIC,	now	regularly	teaches	nursing	
staff	in	the	Bamyan	and	Faizabad	hospitals	as	well	as	
providing	real-time	training	via	teleconferencing	facilities.	
“In	Afghanistan	nursing	staff	can	be	good	in	practice,	
but	are	not	always	strong	in	theory,”	says	Ladha.	“It’s	
important	to	strengthen	their	understanding	of	nursing	
concepts	and	these	e-learning	sessions	enable	this	type	
of	learning.”	In	2010,	seven	sessions	were	held	for	
70	staff	members	and	13	continuing	medical	education	
courses	for	330	doctors.
	 Besides	e-learning,	administration	support	is	
also	possible,	with	video	conferencing	permitting	
management	meetings	
to	be	held	with	staff	in	all	
three	locations	at	once,	
encouraging	collaboration	
while	saving	travel	time	
and	expense.
	 This	fledgling	e-health	
network	in	Afghanistan	
is	being	supported	
physically	and	financially	
through	an	interesting	
public-private	partnership	
between	FMIC	and
Aga	Khan	University	
Hospital	in	Karachi	
which	provide	the	
clinical	expertise,																				
Aga	Khan	Health	Service,	
Afghanistan	(AKHS,	A)	
managing	the	hospitals	in	
the	provinces	of	Bamyan	
and	Badakhshan	for	the	
Afghanistan	Ministry	of	
Public	Health,	and	the	
private	sector,	through	
Roshan,	which	provides	the	telecommunication	
services.	All	these	agencies	are	part	of	the	Aga	Khan	
Development	Network.	
	 “Public-private	partnerships	are	a	solid	way	
of	delivering	complex	solutions,	especially	to	
disadvantaged	communities,”	says	Shainoor	Khoja,	
managing	director	of	Roshan	Community,	the	
company’s	corporate	social	responsibility	arm.	“FMIC	
and	other	hospitals	have	the	medical	knowledge	and	
expertise	and	understand	what	communities	need.	By	
delivering	solutions	to	meet	these	needs	with	a	private	
company	with	capability	–	in	this	case,	technological	
expertise	–	the	technology	partner	and	the	health	care	
professionals	can	together	design	options	for	delivery.”
	 Telemedicine	in	Afghanistan	was	first	established	
through	a	link	between	FMIC	and	University	Hospital	in	
Shrinking Distances
Karachi	in	2007.	In	2008,	the	network	was	expanded	
through	a	radio	link	between	FMIC	and	Bamyan	
Provincial	Hospital	–	the	first	time	telemedicine	became	
available	in	a	rural	health	facility	in	Afghanistan.	A	
second	expansion	took	place	when	Faizabad	Provincial	
Hospital	was	connected	to	the	network	in	2010.	
	 Plans	are	already	underway	to	expand	the	network	
to	a	number	of	rural	health	centres	managed	by	AKHS,	
A	in	the	remoter	areas	of	Badakhshan	and	Bamyan,	as	
well	as	to	other	medical	institutions	in	the	country.	
	 As	the	network	has	expanded,	its	technical	
capacities	have	also	increased.	Facilities	are	now	
available	for	tele-radiology	and	tele-pathology.	Tele-
radiology	allows	FMIC	to	send	the	results	of	images,	
such	as	CT	and	MRI	scans,	to	the	University	Hospital	
for	analysis.	In	2010,	640	cases	benefitted	from	the	
link,	a	75	per	cent	growth	in	cases	from	2009.	Tele-
consultations	allow	doctors	in	Bamyan	or	Faizabad	
to	consult	specialists	in	Kabul	through	live	video	
conferencing	links.	
	 These	positive	developments	notwithstanding,	
keeping	this	e-health	system	up	and	running	is	
challenging,	given	Afghanistan’s	mountainous	terrain,	
limited	infrastructure	and	security	problems.	Despite	
these	obstacles,	telecommunication	links	have	
improved	with	time,	and	the	use	of	telemedicine	
has	increased	as	medical	staff	in	the	provinces	has	
become	more	aware	of	the	benefits.	
	 Health	provision	in	Afghanistan	has	come	a	long	
way	since	2001	when	the	system	was	almost	in	
total	disarray.	While	providing	and	improving	basic	
health	services	to	people	is	still	the	most	pressing	
need	for	the	country’s	emerging	health	care	system,	
telemedicine	and	other	e-health	applications	are	
bound	to	play	a	growing	role	in	expanding	access	
to	quality	health	care.
	 For	Husnia,	the	telemedicine	session	with	
Dr	Sabir	paid	off:	she	learned	that	she	has	an	inner	
ear	infection	which	must	be	treated	urgently.	She	will	
have	to	receive	antibiotic	treatment	at	the	hospital	
and	once	stabilised,	go	to	Kabul	for	tests	which	are	
not	available	in	Bamyan.	For	her,	the	illness	has	not	
tolled	deafness	–	she	has	the	chance	of	hearing	
once	again.	
A telemedicine session between FMIC in Kabul and AKU in Karachi
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